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PHILOSOPHY AND PRINCIPLES OF THE 
SCHOOL HEALTH PROGRAM* 


DELBERT OBERTEUFFER, Ph.D. 
The Ohio State University 


The program of health education in schools has come a long 
way in the twenty-five years of the existence of this Association. 
The evolution of practice and principle has been strong, sure and 
constructive. From humble beginnings the program has become a 
giant—a giant whose scope is broad, whose activities are legion, 
and, more important, whose results are everywhere around us. 


But does it have a body of principle—and is it guided by any 
philosophical considerations? The answer is obvious. It does. Let 
us look at at least three of these basic considerations to see if we 
can find any agreement as to their essentiality and any common 
understanding as to their application. 


We Are Dealing With the Human Entity 

First. With whom are we dealing? What is the essential 
nature of this child, this pupil, this student? What is he like? 
Actually, we do not know much about him yet, but what little we 
do know makes it perfectly clear that he is one, an entity, a being 
indivisible and whole, and one who retains his integrated char- 
acter as long as possible in the face of an adverse environment. 
This beneficiary of our handiwork is no segmented animal. He 
cannot be divided into mental and physical, muscle and mind, 
emotion and intellect, psyche and soma. There is no substantial 
thread of evidence which permits us to believe the contrary, but 
only recently are we beginning to understand this unity and to act 
in accordance with its meaning. The essential truth of man’s 
unity has caused us to re-cast our concept of health and to 
re-appraise the effects of all we do for its sake. 

Health is no physical thing. It is no “state of physical well- 
being.” It cannot be measured by pounds or feet, by dynamometers 
or audiometers. We cannot go around appraising the healthiest 


*Presented at The General Session on the Twenty-Fifth Anniversary of 
The American School Health Association, October 20, 1952, Cleveland, Ohio. 
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boy or girl by measuring the strength of muscles or testing vital 
capacity. Even counting carious teeth will not describe the status, 
the quality, the nature of the particular organization of tissue 
which is a given child. We are coming to know that “health” is 
a word, a descriptive word, not used to describe status but to 
measure the degree to which the aggregate powers of an indi- 
vidual are able to function. “Good” health thus becomes an expres- 
sion of function; so does bad health; and the function is not the 
function of the liver or the leg or the eyes or ears but the function 
of the totality which is a person. We must come to understand as 
quickly as we can that to study, or test, or treat the parts of an 
individual will throw little light on the whole because the whole is 
something different from and greater than the parts. 


Properly to understand and to approach the contribution of 
health education to the developing child and to the adult requires 
the study of what Angyal describes as a science of the person, 
“‘a science over and above disciplines merely related to the person.” 
One could not profitably study the relation of a health experience 
to the development of behavior, for example, without knowing fully 
the physiological, anatomical, social, and psychological causes of 
acceptable or unacceptable behavior. Whatever is done in health 
education, whether it is the teaching of an activity for endurance, 
examining the mouth for dental decay, or requiring knowledge of 
immune processes—must be done in relation to the problem pre- 
sented by that whole and individual organism. Once the organism 
is assumed to be a unity and not a plurality, then, one applies a 
formulation of S. Howard Bartley and Eloise Chute, “as psychology 
is not rightfully handled except with the light of physiology, 
physiology cannot be all it ought except in the light of psychology 
or whatever discipline it is that provides for the personal in its 
logic. Operationism (in this instance health education) cannot 
rightly be used to justify the excursion onto tangents of interest 
that leave the organism fragmented into a plurality.”2 Health 
education is essentially an operation, a means of producing some- 
thing, and thus it may neither employ, rely upon, nor use any 
“tangent of interest” which assumes the individual to be a 
“plurality,” i.e., made up of several separate and unrelated systems 
or parts. The full measurement of value in health education is 


1. Andras Angyal. Foundations for a Science of Personality, Common- 
wealth Fund, 1941, Chapter 1. 

2. From Fatigue and Impairment in Man, by S. H. Bartley and E. Chute, 
Copyright, 1947. Courtesy of McGraw-Hill Book Co., New York, p. 47. 
Bracketed material the author’s. 
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its production of good for “me,” not “for my eyes” or “my weight” 
or “my body.” In modern health education the concept of “body” 
disappears. So does the concept of health education as good for any 
fragmented part. In its place is the evaluation of the effect of a 
health education upon the individual as a person. 


What meaning does this have in our daily operations in school 
health programs? Well, Thomas Shaffer found it when he described 
his conception of how to judge the fitness of athletes for competi- 
tion. His were neither quantitative nor numerical standards. Dr. 
Shaffer wants us to see each boy as a boy, as a whole, and to judge 
his fitness by readiness, readiness of all the boy for the tests he 
will meet in athletics. The Joint Committee understands it when 
they advocate student counselors who can bring all the evidence 
from examinations, all the experiences from group living, all the 
intelligence from the genetic background into a collated story 
understandable by the child as he seeks to understand himself and 
not just his hearing problem. A. S. Daniels understands it when 
he sees his program of physical education for the atypical student, 
the handicapped, not as productive merely of an improved tonus 
in an afflicted limb, or a skill to be proud of, but as having a bearing 
upon all of the life of that student, his acceptance of self and others, 
of organic, social and psychological improvement so inextricably 
involved as to defy segregation and measurement. Derryberry 
understands it when he seeks motives for behavior which belie 
the knowledge which can be proven present. And Nyswander 
knows there is something yet undiscovered which will help us 
produce social or group action. Dr. Francis D. Moore, the Harvard 
surgeon, is motivated by this concept in his research on the relation 
of hormones and of water, fat, and muscle to recovery from 
surgery. His investigations, like others in the making, are reveal- 
ing new relationships of body elements. 


These are all more or less related to the oneness of man. The 
modern health educator is not merely screening for vision or caries 
or tuberculosis. While he manipulates his Snellen chart or any 
other device, he is gathering evidence, to be sure, but he is 
potentially exploring for personality variations related, for 
example, to vision, and if glasses are fitted they may do vastly more 
for the pupil-patient than restore 20/20 eyesight. “Mind” and 
“body” disappear as recognizable realities and in their stead comes 
the acknowledgement that a boy, a whole being, stands before you 
to be dealt with in accordance with whatever contribution you can 
make to him. 


106 THE JOURNAL OF SCHOOL HEALTH 


Cooperative Effort is Needed 


Second. Slowly and not without some pain we are coming to 
understand the necessity for cooperative group effort in the 
development of the program. Time is helping us develop a profes- 
sional confidence in and respect for one another. There are so many 
of us involved that for years we have struggled with the curious 
element of protocol that seems to surround us when educators, 
physicians, nurses, dentists, and others try to work cooperatively 
in a cooperative program. We have been bothered by uncertain 
boundaries, by overlapping responsibilities, and sometimes by pro- 
fessional jealousies. We have raised questions of administrative 
jurisdiction. Who shall be the boss? Who shall “head the depart- 
ment?” Who is best qualified to express judgment on procedure or 
to assume responsibility for administration? i 


For example, one picks up a recent (1951) publication of a 
state medical association (Ohio) and one is astonished to find the 
statement that “so far as possible, the administration and coordina- 
tion of health and medical services, and health education activities 
in each school (sic!) should be under the leadership and control of 
a doctor of medicine.” A well read book in the field makes just the 
opposite recommendation. This argument has been going on for 
years and there are those of us who are veterans of the guerrilla 
warfare which has been waged over this matter of who shall be in 
charge! When will the question become old hat? Must we forever 
go about ever so carefully trying not to step on sensitive toes and 
making sure that so-and-so is chief regardless of his personal and 
professional abilities? 


Let us look the thing squarely in the face for a moment. The 
school health program requires many people to make it operate 
successfully. It is not a one-man job. Responsibility for the 
health of youngsters belongs to all who deal with them. Many 
talents are needed—medical, educational, nursing, administrative, 
psychiatric and more. Why argue about which talent is the most 
important? What we have to realize is that we are all important 
to the welfare of the child and if any one of us bogs down then 
no one suffers particularly except the child who may have con- 
tracted tuberculosis while we argued over who shall sign the 
payroll! 
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Understandings Needed 


May I be bold enough to suggest that in the next twenty-five 
years of the American School Health Association we strive together 
to bring about certain understandings? And these are: 

(a) The educator must realize that because he read a hygiene 
book once or took a three-hour hygiene course in college he is not 
fully prepared to teach youngsters in that area. He must be richly 
prepared in the life sciences and the scientific accuracy of his 
teachings must be unquestioned. 

(b) The educator must accept wholly and fully the idea that 
he needs and can get help from other professionals in the develop- 
ment of his school health program if he will ask for it; but he need 
not sell out his professional interest in nor administrative respon- 
sibility for the program merely because he has received this help. 

(c) The physical education teacher, who for so many years 
has carried a heavy load of instruction in the program and who 
has been thanked less and ridiculed more, must study harder and 
give more time to health education or relinquish his equity in the 
program. 

It must be constantly remembered that personnel in physical 
education were among the pioneers in the development of school 
health education. Their efforts were bearing fruit long before the 
recent upsurge of interest which marks our current development. 
And there are thousands of schools today whose health programs, 
of instruction particularly, are dependent upon the zeal of these 
teachers for its support. Criticism of the physical education group 
is hardly gracious as we seek cooperative development. 

(d) Nurses are becoming more important to this program all 
the time. And they are becoming better educated, better prepared, 
and better qualified, to do a responsible job in school health. They 
need a helping hand to lift them beyond the peonage which tradi- 
tionally has been their lot. The idea that a nurse, because she is a 
nurse, is vastly inferior in every respect to physicians and edu- 
cators is tommyrot, and we ought to recognize it as such. Deference 
when it is paid, should be paid to superior judgment and wisdom 
and to nothing else. 

(e) Local physicians are to be welcomed into this program 
warmly and fully. It is a cooperative venture. It took local and 
state medical associations a long time to wake up to what was going 
on. Now they are in action with state and local committees, and 
their zeal should be appreciated. We should understand fully that 
the school health program lives not in isolation from but is a part 
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of the entire community problem of healthful living. In such a 
relationship community talent, both official and unofficial, should 
be used. 

(f) Boards of Health and Boards of Education must learn to 
work together by agreement or contract or both in the school health 
program. However, it must be appreciated by everyone involved 
that Boards of Education and their appointed administrative 
officers, the superintendents of schools, have no desire to relinquish 
administrative control over any phase of school life. They are held 
responsible by the public for everything that goes on in the schools. 
If they let out a concession for the school lunch, or contract for 
repairs on a building, they still retain the right to final decision 
relative to acceptance. One could not expect them to do otherwise 
on any phase of the school health program. Health officers, there- 
fore, cannot simply move in and take over, no matter how broad is 
their concept of the community and its health problems. 


The Program Must Fit Our Social Philosophy 


Third. We must examine the relationship between school 
health education and the social and political philosophy of our 
people. It is basic to any phase of education that its operation must 
reflect and demonstrate the democratic way and have no aims or 
practices at variance from that culture. Now where do we stand? 
What are we doing? What is the end effect of the school health 
program upon those who come through it? Are we developing 
a kind of health care for our people which is only one step short 
of that found in a welfare state? Is school health education merely 
a respectable form of state medical practice—or is it truly an edu- 
cational experience leading its beneficiaries into self-sufficient, 
intelligent behavior seeking medical and dental assistance on the 
voluntary basis? 

We have been at this business of teaching about health for a 
long time now. We have discussed medical care in our classrooms, 
given free patch tests to millions, discovered dental hazards, given 
free lunches, screened for vision handicaps, given countless physical 
examinations, and dispersed volumes of advice. By so doing are we 
teaching our people to expect something for nothing, to live on 
the taxes of the other fellow, or are we teaching people to stand on 
their own feet? | 

This is a problem we have to meet head on and with full 
intelligence and insight. We have invested millions of dollars in 
school health work and any one has a right to ask us about the 
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relationship between what we are doing and the popular or 
unpopular political doctrines of the day. 

Whatever we do in the name of school health education must 
meets the needs of the people. But in meeting those needs 
for medical care or for health advice, or for anything else, we must 
not destroy the capacity for self-direction and the will of the 
individual to look after himself and his family. The great moral 
virtue of our free life is to be found in our independence, in our 
freedom from indigency, in the greater sacredness of the individual 
over the state. To preserve our choices, to pay our own way, to 
buy and sell as we choose, to retain the honor of paying our own 
bills—these are some of the values to be preserved within a free 
society. 

We simply cannot afford to develop school health education 
without giving thought to the moral values within it. If we run a 
low cost dental clinic for indigent people and a well-to-do person 
patronizes it because there he can have his teeth fixed more cheaply, 
then we have failed to develop an essential morality in that person’s 
background! If we teach youngsters to run to their school 
physician for every diagnosis and treatment because it will be free, 
then we are destroying something important in our culture. We 
simply cannot put on vision demonstrations, test thousands for 
hearing, do mass tuberculosis screening, immunize people by the 
millions at public expense unless these are justifiable measures in 
the interest of protecting the public health and without dealing 
at the same time with the orientation of what we are doing with 
the private free enterprise type of medical practice. 

We do these things in school, not for clinical or reparative 
reasons, but primarily to demonstrate and to educate. In some 
instances we can justify our activities on the grounds of public 
protection and in others because education cannot go on econom- 
ically unless they are done. But the practices we undertake in school 
health education should never undermine our evolving conception 
of medical and dental care. On the contrary they should be under- 
taken in such form and with such discipline as to support it. But 
the great effort, regardless of this relationship, must be made to 
meet the needs of the people. 

These then are three suggested principles or basic considera- 
tions which must underlie our thinking and planning in school 
health education. The development of practice stemming from 
these principles will be varied, but such variations will not matter 
if the basic direction is maintained. 
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PREPARATION AND PLACEMENT OF HEALTH TEACHERS* 
JENNELLE MOOREHEAD, M.S. F.A.P.H.A.** 


Associate Professor of Health Education 
University of Oregon, Eugene, Oregon 
and General Extension Division 


In presenting what I have to say on this subject, it is import- 
ant to minimize the possibility of loss of continuity because of 
the challenging nature of some related issues, for example, the 
training of health teachers is caught in the conflict between the 
necessary and the ideal, that is, between preparing teachers for 
schools as they are or for schools as it is thought they should be! 
Teacher training in all fields is subject to this same problem. 
Another related issue centers around the difference between the 
training of the school health educator and the public health 
educator. 


This paper is limited to one aspect of our special problem, 
namely the training of the health teacher who is a specialist in 
school health education. To consider this topic, several funda- 
mental principles should be revised. First, the American Public 
schools were created for and are maintained for service to the 
society in which they exist. The Public schools belong to the people. 
These people are presently taking unusual interest in what is being 
taught in them and in how it is being taught. Citizens are taking 
seriously the concept that the schools are a tool through which 
society perpetuates itself and they are investigating the ideas and 
ideals the schools are promulgating. Second, people in the United 
States today are much concerned about the health of youth and 
of the nation. Third, communities change very slowly, hence lead- 
ership in health education must be sound, gradually cumulative, 
and it must meet continual practical cross questioning and evalua- 
tion. 


The health teacher should be prepared to go into each com- 
munity to make health education programs the most usable and 
practical ones possible for that particular community. They should 
know how to involve citizens in planning for health education, 
how to determine the health needs of a community, and they should 
be firmly grounded in scientific health training in order to give 


*Presented before the American School Health Association, Monday, 
October 20, 1952, 2:30 P.M. 


**See also—‘What Is the Training of Health Teachers in the Oregon 


High Schools?”—Journ. School Health, Vol. XXII, April 1952, p. 95. 
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sound leadership in health matters. In addition to these abilities, 
they need to be masters of a wide range of teaching procedures— 
from conservative to progressive. They need to be sure that in 
planning their programs they do not put too much faith in the 
philosophical and have too little regard for the practical. 

Problems of Recruitment,—Of necessity such people must be 
very capable, so first, we must find for training, the kind of person 
who will make an outstanding health teacher. Health education is 
a Grade A job that cannot be done by inferior people. In attracting 
desirable candidates to the profession, we have several problems. 
The health major in teacher education is not a well known and 
generally recognized major like majors in English, history, chem- 
istry, art, music, or mathematics. High school students as they 
plan their life careers, seldom see a health specialist at work. They 
see doctors, nurses and teachers in almost every field, but they 
seldom see even a public health educator. So in planning their 
future, they do not think of health education as a career. 


Another problem of recruitment occurs in the advising of 
College Freshmen. The health major may be in the college cata- 
logue, it is not in every one, but when it is, the adviser may not 
know the nature, scope and purpose of health education, nor that 
it is a field of specialization. Many academic people have a low 
regard for and misunderstanding of health education. One student 
told me that when he was considering taking a nine-hour sequence 
in health, his adviser said, “Great Scott, how could there be nine 
hours of material in health education?” We have a job of education 
concerning health education with our professional colleagues. 


Another problem of securing health majors is based in the 
liberal arts lower division requirements. If, after two years in 
college, the student decides he wants to go into health education, 
he finds that his liberal arts preparation in most cases does not 
include a strong or proper science background. The science pre- 
requisites we believe essential to good health training, keep this 
young person from entering the field, or, he enters it with serious 
limitations in basic knowledge. I see no easy solution to this prob- 
lem in the face of the current emphasis to postpone professional 
education to the upper division. I would not detract in the least 
from the recognition of value of liberal or general education, the 
two ideas, liberal education and professional education, are not 
incompatible in my thinking, but advisers to students must pay 
more attention to what the student plans to do later in advising 
the content of the first two years of college training. 
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Health Education Major not Clearly Defined,—Probably our 
most difficult problem lies in the scope and content of the health 
education major. It has developed rapidly and rather loosely as 
a field separate from physical education since the late nineteen 
thirties. Amherst College first offered a broad program of health 
and physical education in 1859. The first statement we have con- 
cerning modern professional training in health education was 
prepared in 1923 by the Lake Mohonk Conference. The American 
Public Health Association dealt with this problem in their 1937 
report of the Sub-Committee on Education Qualifications of School 
Health Educators. After further study, subsequent reports were 
issued in 19431 and in 19482. 


The National Conference on Undergraduate Professional 
Preparation in Physical Education, Health and Recreation in 1948 
made a comprehensive statement on the training for prospective 
health teachers both as to general education and certain com- 
petencies in the health instruction program’. (Jackson Mills 
report.) This report presents suggestions concerning the areas of 
knowledge, the skills and the attitudes that should be included in 
the training of a health teacher. A study of these reports and of 
the reports of the National Education Association and of the 
A.M.A.4, show considerable agreement as to what is basically 
recommended for the training of a school health educator. The 
real problem is, what are institutions of higher learning offering to 
effectuate these recommendations? 


H. F. Kilander points out that until 1948 there were not more 
than a dozen colleges offering a major in health education. In 
1949, the United States Office of Education made a survey of 1688 
institutions of Higher Education and reported that only 41 offered 
a Bachelor’s Degree with a major in health education. In 1949, this 
same agency sponsored a Conference on the Undergraduate Pro- 


1. American Public Health Association, Committee on Professional Edu- 
cation, “The Educational Qualifications of Health Educators,” American 
Journal of Public Health, XXIII, No. 8 (August 1943), page 998, 1022. 

2. American Public Health Association, “Principle Revisions of the Edu- 
tional Qualifications of Community Health Educators, ” American Journal of 
Public Health, XXXVIII, (June 1948), page 844. 


8. The National Conference on Undergraduate Professional Preparation 
in Health Education, Physical Education and Recreation, The Athletic Insti- 
tute, 209 S. State Street, Chicago 4, Illinois. 

4. Report of the Joint Committee on Health Problems in Education in 
the N.E.A. and A.M.A., Health Education (Washington, D. C., National Edu- 
= er 1941) p. 300. 


F. Kilander, “Trends in Health Education in Secondary Schools,” 
School Life ‘Volume XXXI, (April 1949), pp. 7, 14. 
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fessional Preparation of Students Majoring in Health Education®. 
The report of this conference is the most specific and definite of 
any report on the subject. It contains the curricula for under- 
graduate majors in health education for 33 colleges and uni- 
versities. 

In June 1952, Greenslade? reported that only 26 institutions 
would verify by statements signed by heads of departments or 
schools that they offered an undergraduate major in Health Edu- 
cation. Careful reading of this study is recommended since it 
presents an analysis of the course offerings and area requirements 
of these 26 institutions. This report together with the report of 
the Conference on Undergraduate Professional Preparation in 
Health Education® give detailed information on present practice 
in organizing a school health education major. 

When one compares the statements of the National Committees 
and these studies of course offerings of institutions, one does find 
general agreement as to what should be offered in health education, 
but one finds little agreement among schools as to the specific pat- 
tern and the relative area scope deemed necessary for competence 
in health education. 

Scope and Content of Teacher Preparation,—According to the 
foregoing authorities and studies, the following courses can be con- 
sidered essential to the training of a school health educator. Gen- 
eral health education courses, First Aid and Safety, Personal 
Health, Community Health, Nutrition, Family and Child Health, 
Public Health, School Health Program, Communicable Disease, 
Sanitation, Health Methods and Materials, Organization and 
Administration. More and more institutions are requiring student 
practice teaching in health education and a few are also requiring 
field work. 

As to a science background, teacher training institutions are 
in agreement as to what is fundamental but they do not agree on 
how much training is essential. Most institutions agree that the 
following should be taken by a prospective health major: Anatomy, 
Physiology, Bacteriology, Biology, and Zoology. With respect to 
physical science, many require Chemistry and a few Physics. In 
the field of psychology, the most common courses are Child and 


6. H. F. Kilander, Conference on the Undergraduate Professional Prep- 
aration of Students Majoring in Health Education, The Office of Education, 
Federal Security Agency, Washington 25, D. C. 


7. Margaret Milne " tresnalads. A Study of the Health Education Cur- 
ricula Leading to a Baccalaureate Degree i in Health Education in Institutions 
of Higher Education in the United States. School of Health and Physical 
Education, University of Oregon, Eugene, Oregon. 
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Adolescent Psychology, Mental Health and General Psychology, 
the latter a teacher certification requirement. There is little agree- 
ment as to what should be taken in Social and Political Science. 
Most institutions require some courses in these fields for the health 
major but there is no agreement as to the scope or content of such 
requirements. 


Illustration of Diversity of Preparation,—The lack of agree- 
ment among teacher training institutions is dramatically illustrated 
when a detailed study is made of the preparation of present school 
health educators’. In 1948, I secured transcripts of the academic 
records of 307 Oregon High School health teachers (83% of Oregon 
high schools were represented.) These were studies in terms of 
teacher preparation recommended by committees from the Ameri- 
can Medical Association, National Education Association, Ameri- 
can Public Health Association and the American Association of 
School Administrators. These committees generally recommended 
that teachers with majors in biology, general science, social science, 
home economics and physical education should teach health edu- 
cation. The transcripts of these Oregon teachers revealed that their 
training did not follow these national recommendations except in 
one case, 28 per cent were physical education majors as recom- 
mended. Among the others 16 per cent were education majors. 
There were just as many history majors, 6 per cent, which is not 
a recommended field, as with home economics major which is 
recommended. There were more teachers with non-recommended 
English majors, 5 per cent than teachers with recommended 
biology majors, 3 per cent. The remaining 35 per cent had 25 
different majors. Among them were teachers with majors in: 
agriculture, arts and languages, botany, business administration, 
engineering, chemistry, commerce, drama, economics, elementary 
education, foreign languages, forestry, general science, industrial 
education, latin, mathematics, music, philosophy, political science, 
psychology, psychology and education, secretarial science, social 
studies, speech and vocational education. 

This breakdown illustrates the lack of correlation between the 
teachers’ preparation and the teaching of health. It would appear 
that many of these teachers were teaching health not because their 
training prepared them to teach health but because their assign- 


8. Jennelle V. Moorhead, “An Analysis and Interpretation of Certain 
Selected Phases of Teachers Teaching Health Education in Oregon Junior 
ao Senior High Schools.” Oregon Collection, University of Oregon, Eugene, 

regon. 
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ment to health teaching by administrators made for convenient 
scheduling. 


In determining how well a teacher may be prepared to teach 
health in any state, an analysis of the health facts to be taught in 
the state course of study should be made. In industry this would be 
called “job analysis.” I made such a job analysis for Oregon? and 
found that 16 courses made the greatest contribution to the health 
education training of Oregon teachers. These were: Personal 
Hygiene, Mental Hygiene, Public Health, Physiology of Exercise, 
Psychology of Personality, Adolescent Psychology, Psychology of 
Adjustment, Nutrition, Community Hygiene, Marriage and Family 
Relations, Physiology, Social Hygiene, First Aid, Communicable 
Disease, Anatomy, Basic Zoology, Health Instruction Methods and 
Material. In general I found that these Oregon teachers were not 
well prepared to teach health and had probably had no intention 
of teaching health during their college preparation. While this 
study covers Oregon, I have no reason to believe this situation is 
peculiar to Oregon; rather I think it will be found to be typical 
of any state in which a similar study is made. It should be added 
that the lack of certification requirements to teach health education 
contributes to this situation and allows school administrators to 
assign any one with a free period the responsibility for teaching 
health education. 


Placement of Majors,—The placement of health majors is a 
problem. The concensus is that the major problem in placement is 
the lack of jobs available to a health major in the public schools. 
Irrespective of reports issued by administrators’ organizations1° 
which stress the importance of health, in actual practice school 
administrators do not deem health important enough to hire a 
specialist in health education. They will employ specialists in band 
or orchestra but they do not plan for specialists in health education. 

Our situation is further complicated when our own people in 
the field of health education recommend to administrators the 
integration of health education into other areas. Perhaps we should 
not blame the administrator too severely until we make up our 
minds as to the best procedure in health education. I do not see 
how we can continue to advise public schools to integrate health 
education into many areas, thus permitting teachers who are not 


9. Jennelle V. Moorhead, “What Is the Training of Health Teachers in 
— High Schools,” Journal of School Health, XXII, (April, 1952) p. 

10. American Association of School Administrators, Health in Schools, 
Twentieth Yearbook, (Washington, D. C., the Department, 1944) p. 264. 
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trained in health education to teach health, and on the other hand 
continue to train health specialists and then blame the schools 
for not establishing health education teaching positions. 

The size of high schools also complicates our problem. There 
are many more small high schools than large ones. Teachers in the 
small high schools must teach two or three subjects. If people well 
trained in health education are employed in these schools, they 
must be prepared to teach in some other field such as science, 
English or history. 


Summary,—May I sum this all up by ‘saying that if health 
education is to make its best contribution to democratic living, a 
number of things will have to be done. First, people in health 
education must agree as to what is basic in training a school health 
educator. Second, we must have more concrete ideas of what is 
taught at various grade levels and how it is to be taught. Third, 
we will have to sell school administrators on the importance of 
health education. In the fourth place we are going to have to see 
that young people know about health education as a profession. 
Here parents play an important part and we should work with 
parent groups, such as P.T.A., to see that they know about profes- 
sional openings in health education. We are also going to have to 
work with counselors and guidance personnel at both the high 
school and college levels if students are to know about the field of 
health education. 

The future development of health education depends upon how 
well we people in the field can settle our major problems. There are 
other problems, but I believe the four discussed are vital to the 
basic structure of our profession. 


* * %* 
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FOOTBALL PRACTICES SHOW NEED FOR RE-ORIENTATION* 
R. T. DEWITT 


_ As a teacher of physical education, an interested spectator 
at athletic contests, the father of a football player, and a football 
referee, it is with growing concern that I view the mishandling 
of health and safety aspects of sports participation. 


Just recently while I was observing a high school football 
practice session I saw one of the boys fail to get up after a rather 
bruising tackle. The coaches and players gathered around him. 
The head coach, apparently believed that the boy was feigning 
unconsciousness, began pulling him to his feet, insisting that he 
get back into the game. An assistant, though, opened the boy’s 
eyelids, checked the pupils, found them enlarged, and argued for 
retiring the boy to the sideline. 


The injured boy finally was helped to his feet and, with his 
arms around the shoulders of two team managers, staggered off 
the field. This procession passed me at the edge of the field and 
it was obvious to me, a lay person having only a smattering of 
knowledge regarding the symptoms of brain injury, that some- 
thing was wrong with the boy. To the credit of the coaches, they 
checked the boy in the locker room and took him home. The 
medical diagnosis was concussion. The boy was kept in bed for 
two weeks. 

An almost identical situation occurred in a recent game where 
I was referee. A boy was lying unconscious on the field after a 
running play. I called the coach out to see him. The coach tried 
to carry on a conversation with him and the boy responded, but 
rather incoherently. 


Ordinarily the responsibility for the safety and well-being of 
the players lies finally in the hands of the coach. Upon occasion, 
however, I step in and suggest that the player be taken from the 
field, at least until he recovers. I made such a suggestion in this 
case and, after a few moments of hesitation, the coach got a couple 
of boys to lift the injured player to his feet and to assist him to 
the sideline. 


In this same game a boy on the opposing team was knocked 
unconscious, and without having been given any other diagnosis, 
was carried from the field by four substitutes in such a manner 
as to allow his head to dangle crazily without any support. 


*Republished from Safety Education, January, 1953. 
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One of my fellow officials said, “If that boy has a broken 
neck, he is dead now!” 

Fortunately that was not the case and the boy recovered 
quickly. These are not exceptional cases. They happen every day 
throughout the country. 


WHAT’S WRONG? IT SEEMS to me that there are several 
things wrong, some of which could be corrected immediately, and 
others that would take a considerable length of time. 


The coaches either do nct recognize serious injury when they 
see it or they are so strongly motivated by social pressure to win 
that they try to rationalize that the boy is not seriously injured 
and that he can continue to play. Another, and not remotely 
related factor, may be that in many instances the coach is not 
trained for that aspect of his job. 

Inevitably we come to the question of what can be done about 
it. There is no assurance that the problem can be completely 
resolved, but there may be some partial solutions. First, let us 
examine certain facts which have a bearing on the problem. 

It is my belief that, due to the tremendous pressure which 
society puts on the school authorities and coaches to win, training 
for the job is concentrated on the skills and strategy of the games 
with a gross negligence of the educational implications. Some- 
where down the years, interscholastic sports started becoming an 
entertainment medium for the public. With the passing of time 
there has been a mushroom growth in that direction. In many 
respects, considering the tremendous impact on our social struc- 
ture, this is good and should be continued. Unfortunately there 
have been bad effects on the periphery. 

Minimized have been the social, moral and physical values to 
the boy. Should this “change of direction” continue, schools will 
be hard put to justify, educationally, interschool athletics as a 
part of the school program. 

All too frequently, because of this “change in direction,” 
coaches are hired because of their ability to coach a winning team. 
Little, if any, thought is given to whether they can develop a win- 
ning boy. In many instances where there is a choice between the 
boy and victory, the latter bears more weight. 

What is the solution? 

I am not sure that anything can be done on an individual or 
small group basis about the “change in direction.” It is due, in 
part, to the whole social structure, and any change will have to 
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be a national movement evolving from the people with top level 
guidance and motivation. Until such a change takes place, and it 
isn’t likely to take place in the foreseeable future, there are other 
things that may be done to alleviate the condition. Named are 
three. 

1. Better training of the coach in those factors concerned with 
better health, physical condition and safety of the athlete. This 
could be a drive by teacher training institutions enforced by a 
change in state certification strengthening such requirements*. 

2. Legislation by the National Federation of State High School 
Athletic Associations wherein possible. A suggestion might be to 
require a stretcher on the sideline, available for use in case of 
unconsciousness or suspected fracture. 

3. A campaign conducted jointly by the National Safety Council, 
the National Commission on Safety Education of the National 
Education Association and other interested organizations designed 
to reach every coach, principal and superintendent in the country 
as well as a significant proportion of the lay public. 

No game, no matter what the public interest or the number of 
spectators, is bigger and more important than the boy. Let’s keep 
on believing that. 


*This should include a more frequent and more intensive check by state 
Departments of Education to insure that state requirements be met.—Editor. 


Death Takes a Half Holiday,—For the fifth year in succes- 
sion the death rate, which was 9.6 per 1000 population in 1952, 
has been below 10; the 1952 rate, indeed, considering the number 
of older persons in the population, is probably the lowest in 
history. 

The mortality from tuberculosis continues its rapid decline 
with every present indication that its rate for 1952 was less than 
18 per 100,000, which is half what it was in 1946, and a third of 
the rate for 1938. The infant mortality rate was scarcely over 28, 
and the maternal rate less than 0.7 per 1000 live births. This 
represents an improvement of nearly 400 percent in ten years. 
Abstract from The New England Journal of Medicine, January 29, 1953, p. 209. 
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THE TUBERCULOSIS DEATH RATE — A 25 YEAR REVIEW 
HowarkD C. STEWART, M.D., 


New York State Department of Health, 
Division of Tuberculosis Control. 


The year 1926 is notable in the story of tuberculosis in New 
York State. It was in that year that a more detailed knowledge of 
deaths caused by tuberculosis became possible. This was brought 
about by the assigning of tuberculosis deaths to the usual place 
of residence instead of, as theretofore, the place of occurrence of 
these deaths, thus making possible the use of resident tuberculosis 
death rates. It then became possible for interested groups and 
individuals to localize and to study the problem presented by the 
disease far more accurately than had been possible before that 
year. This, in turn, made possible increased and more effective 
use of hospital, clinic and field personnel in providing for examina- 
tion of suspected cases and contacts, and for various kinds of 
follow-up activities. Now, a quarter of a century later, it seems 
appropriate to present a few comparisons, between that first year 
of resident tuberculosis death rates and now. In this way, a 
clearer understanding of the tuberculosis problem as it was then 
and as it is now may be gained. 

In 1926, the upstate New York population was estimated to 
be 5,371,804. In 1951, this figure was 7,084,882, an increase in 
the population of about 32 per cent. In the earlier year the number 
of resident deaths from tuberculosis was 3,814, and in the later 
year the number of such deaths was 1,161 (provisional). This is 
a decrease of 2,653 deaths, although there had been a sizeable 
increase in the population. By stating these figures as deaths per 
100,000 population, another type of comparison can be made. For 
the year 1926, the death rate from tuberculosis was 71.0 per 100,- 
000 population and 25 years later the comparable figure was 16.4 
(provisional). The figure for the later year is less than one-fourth 
that of the earlier year (Chart I). 

Another way of presenting a comparison between the two 
years is to calculate the number of deaths which would have 
occurred in 1951 if the rate for the year 1926 had been effective 
in 1951. This number of deaths would have been 5,030 instead of 
the 1,161 which did occur. This difference of 3,869 represents the 
number of additional deaths which would have been expected to 
occur in upstate New York in 1951 if the 1926 death rate pre- 
vailed in 1951. : 
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LAKE ERIE 


Annual Average Resident Tuberculosis Death Rates 
Per 100,000 Population In Counties Of 
Upstate New York, 1926-1928 
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Still another comparison may be made by considering the 
resident death rates by counties. For this purpose, three-year 
averages are used in order to lessen the fluctuations which are 
likely to occur in smaller units of population in single years. The 
first three-year period considered is that of 1926-28. The second 
such period is 1949-51. The differences are clear and easily seen 
on the accompanying maps.* In the earlier period no county had an 
average annual resident tuberculosis death rate of less than 20 per 
100,000 population. In the later period 45 counties had rates of less 
than 20. In the later period no county had a rate of more than 40 
per 100,000, while in the earlier period 51 of the 57 counties had 
rates in excess of 40. 

For the upstate area the decline between the two 3-year periods 
mentioned was 71.2 per cent. Only one county had a decline of less 
than 50%; that county being in the Saranac Lake area. 

Death Rate Shifts to Older Age Groups. The decline in the 
death rate in the period of time under consideration has been 
accompanied by changes in the age distribution of deaths. This is 
shown in Chart II. This shows, by age groups, the average annual 
resident tuberculosis death rates for upstate New York for two 
3-year periods of time centering in 1930 and 1950, for males and 
females. The death rates are lower in the later period for both 
males and females and in each age group. 

The curves for the two sexes and for the two periods, how- 
ever, do not follow the same pattern. For males the peak in the 
earlier period is reached in the age group 45-54, while in the later 
period the death rates continue to be higher in each successive age 
group so that the highest rate occurs in the oldest age groups, 
65 years and over. For the females, in the earlier period, the rates 
are such that there are two peaks. The highest peak occurs in the 
20-34 age group, and the other peak in the oldest age group. 

In the later period, there is a plateau in the rates between the 
ages 25-64, and the peak occurs in the oldest age group. In both 
periods, the males in the older ages have higher rates than females, 
but in the later period beginning at about 40 years of age, the rate 
for males rises rapidly so that the rates in the males of older ages 
markedly exceed those seen among females. Thus, the shift in 
deaths from tuberculosis to older ages in the later period of time is 
especially noticeable for the males and would indicate that males 
of older ages are contributing much more heavily to the total deaths 
from tuberculosis than any other sex and age group.** 


* Page 122. 
** Page 121—-Chart IIT. 
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Misinterpretation of Death Rates. Before 1926, as has been 
indicated, deaths from tuberculosis were recorded in the area in 
which death occurred, and no account was taken of the probable 
place of development of disease. This resulted in the possibility of 
misinterpretation of the meaning of the so-called recorded death 
rates from tuberculosis. Some localities, mostly in rural areas, had 
achieved fame as centers for the treatment of tuberculosis. More- 
over, most county tuberculosis sanatoria were located in rural 
areas. Deaths of residents of other countries, other states and 
other points in New York State occurring in these centers tended 
to increase the local death rates and to indicate that the tubercu- 
losis problem was greater than was actually the case. Conversely, 
in other areas, there was a tendency to underestimate the real 
problem of tuberculosis. 


Urban TB Death Rate Higher Than Rural. When the use of 
resident tuberculosis death rates was begun in 1926, one of the 
interesting points brought out was that difference between urban 
and rural death rates tended to be accentuated. Resident death 
rates for cities tended to be greater than shown by recorded rates, 
while in rural areas the resident death rates tended to be lower 
than the recorded rates. Thus, in general, it was seen that larger 
cities tended to have higher death rates. In 1951, the same tendency 
is apparent, as can be seen by the accompanying table. 

The smaller cities and rural areas in upstate New York have 
the lower rates, while the rates become progressively higher as 
communities of larger population are considered. Cities of more 
than 25,000 population add up to slightly more than one-third of 
the total upstate population. In this approximately one-third of 
the population, almost one-half of the total tuberculosis deaths 
occurred.* 

Increased TB Control Needed in Cities. Resident tuberculosis 
death rates furnish the best available measure of the tuberculosis 
problem. Since the use of these rates was begun, 25 years ago, 
the problem of tuberculosis has changed materially, as shown 
by the occurrence of fewer deaths and smaller death rates. Al- 
though all upstate New York has contributed to this favorable 
change, resident death rates, in 1951, as in 1926, point out the 
areas in which the tuberculosis problem is one of greater propor- 
tions. These are the areas of greater concentrations of population. 


*Infection rate parallels death rate. For at least thirty years we have 
found that mantoux ae increased in rate with increased density of 
population. (Ed. C. H. K.) 
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That emphasis should be placed on intensifying control meas- 
ures in cities should be apparent to both official and unofficial 
agencies concerned with this public health problem. 

RESIDENT TUBERCULOSIS DEATHS AND DEATH RATES PER 
100,000 POPULATION BY COMMUNITIES OF VARIOUS 


SIZE, UPSTATE NEW YORK 
(Varies directly with gece of community) 


Tuberculosis 


Area Estimated Tuberculosis death rate 
population deaths (per 100,000) 

July 1, 1951 1951 1951 
Upstate New York........ .......... 7,084,882 1161 16.4 

Places having a papulation 
of over 909,596 270 29.7 
100,000-250,000 .............. 512,809 125 24.4 
50,000-100,000 .............. 569,574 106 18.6 
25,000- 50,000 .............. 458,262 72 15.7 

less than 25,000 

4,634,641 588 12.7 


From Health News, December, 1952, p. 8, New York State Department 
of Health. Republished by permission. 
* 


ak * 

Accident Death Toll Highest Since 1941,—Accidents claimed 
about 95,000 lives in the United States during 1952, the second 
year in a row to show a rise in fatal mishaps. This estimate 
represents an increase of approximately 1,000 deaths since 1951 
and is the highest for any year since 1941, when the toll reached 
96,510. 

Fatalities in motor vehicle accidents were about on a par with, 
or possibly a little above, the total of 37,300 in 1951. Such mishaps 
continue to be by far the leading cause of fatal injury, accounting 
for about two fifths of all deaths from accidents. 

On the brighter side, it apears that the number of fatal 
injuries arising in the course of employment was held to little 
or no increase over the 16,000 fatalilities of the previous year, 
despite a continued high level of industrial activity. Abstracted from 


= Bulletin, Metropolitan Life Insurance Company, December, 1952, 
p. * * * 


Notice Concerning Reprints,—At times the editor receives 
requests for reprints, or estimates of the cost of reprints of articles 
and editorials or materials that appeared in the Journal several 
months previously. 

We repeat and emphasize that requests for reprints must be 
in the hands of the editor within twenty days after the appearance 
in the Journal of the material asked for, if the material is to be 
reprinted at a moderate cost. Material appearing farther back than 
that would have to be reset at a cost that would be prohibitive. 
—C.H.K. 
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EDITORIALS 


Your New Editor,—With the May issue of the Journal of 
School Health a new Editor will hold the reins that guide the policy 
and content of the Journal of School Health. 


After seventeen years of struggle, the present editor has felt 
that a new personality—with new information, new objectives, and 
new ideals—should assume the opportunity. 


During those years, the school health program has undergone 
a great development. With the beginning of that service the former 
American Association of School Physicians became the American 
School Health Association. The paid circulation of its Journal of 
School Health—formerly the School Physician’s Bulletin—has 
grown from a scant 800 copies per issue in 1936 to one of 4,000 
copies in 1953. It is reaching not alone a segregated group of school 
physicians, but a codrdinated, cooperating true Association of 
physicians, nurses, health educators, public health officials, and 
libraries. It goes to every state in our own Union and to nearby 
150 subscribers scattered from Canada through Europe and to far 
away India, Japan, and Pakistan. 

Our new editor, Earl E. Kleinschmidt, has a broad experience 
in public health. A graduate of the University of Michigan, B.S. 
1927; M.S. 1928; M.D. 1930; D.P.H. 1936; Director of School 
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Health, Ann Arbor, Michigan, 1932-1935; Editor, Bulletin, Michi- 
gan School Health Association 1933 to 1938; Editor, Public Health 
Reviews, University of Michigan 1932 to 1938; Assistant Editor 
Journal of School Health, 1935 to 1944. 

Dr. Kleinschmidt holds an M.D. degree. He was formerly 
assistant to Dr. John Sundwall (one of the pioneers of Our Asso- 
ciation) in the Michigan University School of Public Health. He 
organized and directed for some time the graduate school for 
Nurses at Loyola University in Chicago. He has served as Director 
of the Tuberculosis Association of Cook County, Illinois, and as 
Health Education Specialist in the Federal Department at Wash- 
ington. He has served as Health Director of Oak Park, Illinois, 
and Toledo, Ohio, and is at present the Wooster-Medina Regional 
Health Director in Ohio. 

He has served in every office of our Association except Secre- 
tary-Treasurer and Editor-in-Chief. He is a past President and for 
many years has been a member of the Governing Council and on 
the Editorial Board. He knows the history and the problems of the 
Association from its beginning to the present.—C. H. K. 


* * * * 


The Annual Report; and other things,—Any great national 
crisis stirs the fires that are forging the national life. The greater 
heat of a war emergency changes the fibre and character of lives. 
The dross is eliminated, and the better parts refined. Unfortunately 
this is not always true. It is our duty and function to see that it 
becomes true. 

Wars today are no longer battles between hired soldiers, they 
are deadly combats between whole peoples. Civilizations have sur- 
vived if they were fit to survive. Great conquerors have for a time 
strutted the stage, played a part, and become dust. For the most 
part, the things they fought for have become dust also. 

What has this prologue to do with school health? This: The 
durability of a people or of a civilization rests on the physical and 
mental health and stamina of its units, and on the ethical principles 
that govern them individually and collectively. As workers in the 
field of health, physical education, and health education, and as edu- 
cators, this building of a generation that shall make possible the 
ideals not only of a tribal and national aggrandizement but vf honor 
and loyalty to the pledged word, whether within the nation or 
between nations is our function, and may it be our glory. 

The long look ahead is essential. We must have an aim toward 
which to strive. To discuss this aim is to discuss education in all 
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its phases. In the campaign for perfection there are, however, 
things near at hand—objectives—which we can plan, and strive 
to carry out. 

We should begin to consider constructing and writing an 
annual report. A good annual report is an excellent means for 
honest propaganda. We show what we have done, what steps for- 
ward and improvements we have made, what we may plan and 
hope for in the future, especially next year. It discloses, too, errors 
and disappointments. These also are stepping stones to betterment. 

The report is our means of selling to school officials, Boards 
of Education, and to the public the program we advocate. Properly 
constructed and written it is our “sales talk.”” We should be proud 
of the accomplishments in our program and of the activities of 
the school health personnel. It is the foundation of advancement. 
We must get the knowledge of accomplishments before the people. 
Publicity of the report is a necessity. “The wheel that squeaks the 
loudest is the one that gets the most grease.” 

A good report can be based only on thought. Careful consider- 
ation of the past leads to improvement in the future—to progress. 
Perhaps the greatest failures of statesmen—we almost said poli- 
ticians—and of movements in government is ignorance of the past. 
History and studies of older forms of government and finance 
should be “required reading” for every legislator and government 
executive, to say nothing of the study of logic. A course in logie 
is essential before a person may justly claim to be educated—or an 
educator. Judging from results, it is usually omitted. 

Repeatedly theories are pushed into administration—city, 
state, and national—that are sure to fail. They have failed before. 
Those advocating them should know this. These persons are, there- 
fore, ignorant or dishonest. 

Likewise, the study of the history and development of the 
various fields that are combined to make our present-day complex 
school health program should be a “requirement,” or perhaps better 
a “pre-requisite” for every school health executive and even for 
“workers in the vineyard.” 

How much and what do we know of our field? 

When and where did school health services start? 

Of what did they consist? 

By what steps have added factors arrived? 

What constitutes a well-rounded school health service today? 

When, where and how did physical education creep or force 

its way into education? 


» 


8 
: t 
I 
{ 
I 
it 
7 
‘ 
a 


rever, 
strive 


ig an 
s for 
s for- 
1 and 
ment. 
oards 
perly 
proud 
ies of 
ment. 
eople, 
cs the 


sider- 
Tess. 
poli- 
past. 
nance 
iment 
logie 
or an 


—city, 
ofore. 
chere- 


f the 
nplex 
etter 
n for 


oday? 
force 


THE JOURNAL OF SCHOOL HEALTH 129 


What do we know of the early educational plans of great 
philosophers in education wherein health of body was given plan- 
ning and effort quite equal to health of mind and growth of 
intellect? 

What have been the developments and emphasis in physical 
education in the last century or more? 

What influences and personalities have brought these into the 
school program? 

Which ones survive? 

What of health teaching, or, a better term, health training 
and instruction? 

How did it, under the name of physiology or of hygiene, get 
into the schools? 

What should be taught concerning growth and health? 

How should it be taught? 

What of its content, grade by grade? 

In short, what do we know about the things we are trying 
to do? 

Each generation in its turn struggles for life and for progress. 
It trains its young, for better or for worse. This is the Torch of 
Life that we “falling, fling to the hosts behind.” 

Are we fitting these youngsters—the coming mothers and 
fathers—to “carry on”—to “carry on” themselves, the family, the 
nation, civilization? There is a trend toward loose thinking in edu- 
cational circles. Is this designed for, or the result of, ignorance 
of facts? 

“He has not lived in vain who has reared a son, planted a tree, 
or dug a well.” (Proverb from India.) We might add “or who has 
saved a child” from ignorance and from its hand-maiden, loose 


* thinking. “Whoso saves a child from the fingers of evil, sits in 


the seat with the builders of cities, and procurers of peace.” 
—C. H. K. 


Request: Will someone having an unneeded copy of the June 
1951, Vol. 21, No. 6, please send it to this office? Charles H. Keene, 
3335 Main Street, Buffalo, N. Y. 
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ABSTRACTS AND NOTES 

Important News For Public Health Nurses,—A Public Health 
Nurses’ Section has been organized in the American Nurses 
Association. This is in line with the plan of organization under 
the new structure for the two national organizations which came 
into being at the biennial nursing convention held in Atlantic City 
in June, 1952. Some of the functions formerly carried by the 
National Organization for Public Health Nursing are now allo- 
cated to the Public Health Nurses’ Section of the American Nurses 
Association; others are carried by the Public Health Nursing De- 
partment, National League for Nursing. 

The objective set forth in the Rules of the Public Health 
Nurses’ Section, American Nurses Association, is “to foster high 
standards of public health nursing practice and to stimulate a 
greater awareness of the responsibility of individual members in 
the promotion of the welfare and professional development of the 
nurses with whom they work.” 

One of the functions of the Section is to organize Conference 
Groups within the Section upon request. Such a Conference 
Group was organized by the school nurses, because of this group’s 
like interests and mutual problems. The members of this Confer- 
ence Group will have the opportunity to hold meetings during the 
biennial convention. The chairman serves as a member on the 
Executive Committee of the Public Health Nurses’ Section. 

Other major functions of the Public Health Nurses’ Section, 
American Nurses Association provided for in the Rules are: 

1. To define the functions, standards, and qualifications for 
practice within the occupational field, these to be developed for 
each special field by the practitioners within it. 

2. To initiate studies or experiments for the improvement of 
practice within the field of public health nursing. 

3. To study the general welfare and economic needs of the 
members and develop desirable standards of employment. 


4. To promote the organization of subunits within the section | 


so that groups having like interests may meet to consider the eco- 
nomic security program separately from other groups in the same 
section, whose economic interests might be somewhat different. 

5. To represent the occupational interests in district, state, 
and national meetings. 

6. To develop relationships with allied professional groups for 
conferences and committee work related to the objectives of the 
American Nurses’ Association. 
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7. To conduct programs of special interest to the members of 
the oecupational group or participate with other sections that 
have similar interests. 


8. To develop and actively promote a program for intergroup 
relations within the section so that minority groups may fully par- 
ticipate in the association. The following members were elected 
to the Executive and Nominating Committees at the biennial con- 
vention : 


EXECUTIVE COMMITTEE 


Chairman—Mrs. Fannie T. Warncke, R.N., Oakland, California 
First Vice-Chairman—Miss Mildred Garrett, R.N., Austin, Texas 
Second Vice-Chairman—Mrs. Pearl P. Coulter, R.N., Boulder, Colorado. 
Secretary—Mrs. Esther Henry Benjamin, R.N., Detroit, Michigan. 
Members in addition to the above officers— 

Miss Lola Tichenor, R.N., Evansville, Indiana 

Miss Roberta E. Foote, R.N., Topeka, Kansas. 


Miss Emily S. Brown, R.N., Chairman, School Nurses Conference Group, 
Elizabeth, New Jersey 


COMMITTEE ON NOMINATIONS 

Chairman—Miss Martha D. Adam, Redwood City, California 
Members— 

Miss Ruth Hay, Chapel Hill, North Carolina 

Miss Helen E. Kinney, Jefferson City, Missouri 

The Executive Committee at its November meeting set forth 
three goals which they hope the section can accomplish in 1953 
through working committees: 


1. To assist in organizing State and District Public Health 
Nurses Sections within the State Nurses Associations and the 
District Nurses Associations. 


2. To initiate measures toward the establishment of functions, 
standards, and qualifications for practice through the work of the 
committee appointed for this purpose. 


3. To meet the interests of all public health nurses through 
program and business sessions during the 1954 biennial conven- 
tion. This work will be done by the members of the program 
committees. 


The members of the following committees were appointed 
by the Executive Committee: 


COMMITTEE ON FUNCTIONS, STANDARDS AND QUALIFICATIONS 
FOR PRACTICE 
Chairman—Miss Ruth Freeman, Washington, D. C. 
Members— 
Miss Elizabeth Boecker, Bethesda, Maryland 
Mrs. Helen Watson (State School Nursing Consultant), Hartford, Conn. 
Mrs. Laura M. Loring, Utica, New York 
Miss Lucile Clark, New Haven, Conn. 
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COMMITTEE ON PROGRAM 


Chairman—Miss Margaret Ranck, Riverton, Illinois 
Members— 


Mrs. Madeline Roessler (Schcol Nurse Supervisor), Chicago, Illinois 
Mrs. Hazelle Thrasher, Russelville, Arkansas 

Miss Helen Schulberg, Minneapolis, Minnesota 

Miss Mildred Ellis, Terre Haute, Indiana 


COMMITTEE ON REVISION OF RULES 


Chairman—Miss Carolyn Kinney, Seattle, Washington 
Members— 
Mrs. Irene Thompson, Portland, Oregon 
Mrs. Beatrice McHorg, Salt Lake City, Utah 
Miss Theodora Floyd, Atlanta, Georgia 
Mrs. Ellen Y. Hemming, Compton City, California 


POLICIES COMMITTEE 


Chairman—Mrs. Pearl Coulter, Boulder, Colorado 
Members— 


Miss Roberta Foote, Topeka, Kansas 
Mrs, Esther Henry Benjamin, Detroit, Michigan 
Miss Ruth Fisher, New York 16, N. ¥ 


Miss Dorothy Wiison, New Haven, Connecticut 


Miss Judith E. Wallin was appointed to the headquarters staff 
of the American Nurses’ Association, as Assistant Executive Sec- 
retary, to work with the members of the National, State and Dis- 
trict Public Nurses’ Section. Miss Wallin was formerly employed 
as Territorial Supervisor by the Nursing Bureau, Health and Wel- 
face Division, Metropolitan Life Insurance Company. During the 
past two years, Miss Wallin was on the staff of the National 
Organization for Public Health Nursing and served this organiza- 
tion in the capacity of Field Consultant. Mrs. Fannie T. Warncke, 


Chairman Public Health Nurses Section, American Nurses’ Association. 
Abstracted by Gertrude E. Cromwell. 


* * * 


Polio Facts For 1953,—Tremendous recent progress toward a 
control for infantile paralysis has brought us to the threshold of 
prevention of the disease. Thanks to the support of the March of 
Dimes by the American people, scientists are now planning the first 
trials of a polio vaccine, and manufacturers are producing the blood 
fraction, gamma globulin, for limited use as a temporary preventive 
of paraylsis. 

Both are good news. Hope rides high. 

But despite this, 1953 will see outbreaks of polio; we cannot 
count on any startling reduction of cases this year. Reasons: 

1) the vaccine is not here—it has yet to be tested; 
2) despite every effort of the National Foundation for Infan- 
tile Paralysis, the American Red Cross and government 
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authorities, gamma globulin will be in such short supply it 
can be given to fewer than one million children out of a 
population of 46,000,000 in the most susceptible age 
groups. 

We must understand and accept the facts and keep cool heads 
when faced with the reality of polio. We cannot relax our watch- 
fulness nor ignore the usual precautions yet awhile. If polio comes 
to your community you will want to observe the sensible rules for 
good health that have been urged in previous years: 

—let your children continue to play with their usual compan- 

ions—avoid new groups; 

—make sure they scrub their hands before eating, avoid use 

of other people’s soiled towels, dishes and tableware; 

—beware of fatigue and chilling, which lower resistance to 

polio virus; 

—don’t subject young children to unnecessary and lengthy 

travel. 

Consult your doctor if your child has any symptoms of polio: 
headache, fever, sore throat, upset stomach, stiff neck or back— 
and keep him in bed, away from others, till the doctor comes. 

If polio strikes, turn to your local Chapter of the National 
Foundation for Infantile Paralysis for advice and financial assist- 
ance where needed. 

Conquest of polio is not yet here—but final victory is much 
nearer. Prepared by the Public Relations Department, National Foundation 
for Infantile Paralysis. 


* * * * 


Examinations For Athletes,—To the Editor: — With ref- 
erence to the editorial in The Journal, Dec. 13, 1952, page 1480, 
“Medical Examinations for Athletes,” all physicians will be inter- 
ested to know that a committee of distinguished citizen-experts 
has been working on this problem for some time, with the Ameri- 
can College of Cardiology acting in an advisory capacity. This 
eight-member committee has been conducting a nationwide study 
of the medical side of sports with the active cooperation of 15 
colleges and universities. 

Members of the Study Committee are Grover W. Mueller, 
Chairman, director of the Division of Physical and Health Educa- 
tion, Philadelphia Public Schools; A. A. Esslinger, Springfield 
College; William L. Hughes, Temple University; Lloyd M. Jones, 
the Pennsylvania State College; Jay Kistler, Louisiana State 
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College; C. H. McCloy, State University of Iowa; Elmer D. 
Mitchell, University of Michigan, and William K. Streit, Cincin- 
nati Public Schools. 


Participating institutions at the present time are: Gettysburg 
College, Indiana University, Louisiana State College, Michigan 
State College, Springfield College, Syracuse University, Temple 
University, the University of Chicago, the State University of 
Iowa, the University of Pittsburgh, the University of Alabama, 
the University of Cincinnati, the University of Michigan, the 
University of Southern California, and Pennsylvania State Col- 
lege. Plans are under way to include additional institutions in 
the near future. 


a 

There must be many physicians throughout the land, both 
prominent and relatively unknown, who have treated athletes 
and who would be delighted to add their findings to the important 
records being gathered by the committee. Facts being sought 
include incidence of athletes who have died, and age, cause of 
death, and autopsy findings, if any. Information should be re- 
corded in detail and sent to the committee’s chairman, Grover W. 
Mueller, Board of Education, 21st and Parkway, Philadelphia. 
Accumulated records, when complete, will be available for further 
study and reference at the Valley Forge Heart Institute and 
Hospital, Fairview Village, Pa. Joseph B. Wolffe, M.D., Medical 
Director, Valley Forge Heart Institute, Fairview Village, Pa. 
Journal of the American Medical Association, February 28, 1953, p. 764. 


* * * * * 


Mrs. Clapp Quits Her School Bus,—Mrs. Lillian K. Clapp has 
quit driving the school bus at Groton, Massachusetts. It is not 
that she was disatisfied with her job; she liked it. It is just that, 
as she says, she is a “practical” woman. 


The school enrollment in Groton is increasing. It has grown 
so large that her 29-passenger bus is no longer large enough, and, 
she explained: 

“At 80, I didn’t think that I’d undertake purchasing a new 
bus.” 

What makes national news out of the fact that “Grammy” 
Clapp has quit her job is the fact that since she was hired, in 
1898, she hasn’t had an accident! Twelve days she was absent. 
six times she was tardy. Not once was anyone hurt. 

Grammy has made no estimate of the number of miles she 
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has driven—miles of sleet covered roads, of slippery wet roads, 
of snow crusted roads, and of dry roads. They were all safe 
roads for her and her passengers! 

Routine, she says, is the keynote of her success. She auto- 
matically hugs the extreme right side of the roads, comes to a full 
stop at all “stop” streets, executes right and left turns as though 
she were in the midst of Times Square traffic at the height of the 
show-break time. 

She cautions her youngsters to be careful as they board and 
leave her bus. She counts her load to see that no one is left behind. 
She keeps discipline—in the old days symbolized by a hickory stick 
—aboard her bus. “I never had occasion to use it,” she adds. 

Horse and wagon or team and sled until 1935, then the auto 
bus—All safely! Safety Education, March 1953, p. 13. 


* * * * * 


Summer Courses,—Individuals interested in summer work in 
the field of health education should consult the April issue of the 
Journal of the American Association for Health, Physical Educa- 
tion and Recreation and the annual listing prepared by General 
Mills, Inc., Minneapolis, Minnesota. 


Tuberculosis—The Outlook for Control.*—Last year, for the 
first time, the tuberculosis death rate in our country fell below 
20 per 100,000. The rate for the year is estimated at 19.2 on the 
basis of a 10 percent sample of the death certificates. The down- 
ward trend is continuing, and the death rate from the disease 
will probably drop to a new low of about 18 per 100,000 this year 
—an achievement of primary magnitude. 

The current death rate from tuberculosis in the United States 
represented a drop of nearly 90 percent in the past 40 years; par- 
ticularly encouraging is the recent acceleration in the decline. 
In 1933, the first year country-wide mortality data became avail- 
able, there were about 75,000 deaths from the disease in the 
United States. This year, in a population more than one-fourth 
larger, the death toll will probably be only about one-third the 
1933 figure. 


*Based upon Chapter 7 of the recently published volume, A 40-Year 
Campaign Against Tuberculosis—The Contribution of the Metropolitan Life 
nsurance Company, by Dr. Louis L. Dublin, Second Vice-President and 
Statistician of the Company. 
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According to the latest estimate of the National Tuberculosis 
Association and the Public Health Service, there are now 1,200, 
000 cases of tuberculosis in the United States, 400,000 of them @ 
active. Of the active cases, 150,000 are unknown or unreported. ¥ 
Altogether there are about 250,000 persons with active tubercu- 
losis outside of hospitals, most of whom are potential spreaders 
of the disease. In addition, each year approximately 115,000 new 
cases occur which require medical treatment and supervision; 
that is about 1 per 100,000 of our adult population. 

Nevertheless, it is clear that many States enjoy very low rates 
of mortality and morbidity. Several Mid-Western States have al- 


ready achieved a condition which is not far from the final stage®@ : 


of the campaign to control the disease. In contrast, we have the @ 

unsatisfactory situation in the Southwest. 
The geographic variations of the disease reflect, in part, dif- 

ferences in the distribution of the various racial groups among 


whom the tuberculosis rate is high. In 1949 the death rate from@™ S 


the disease in the United States was 86.7 per 100,000 among col- 
ored males and 58.8 among colored females, compared with 28.6% 
and 13.2 for white males and females, respectively. The geographie 
and racial variations result in part from differences in economie 
status and consequently in standards of living. There is likewise@ 
good evidence that the disease remains an important cause of 


disability and death in certain occupational groups, such as quar-3 “i, 


rymen, miners, grinders, and others exposed to silica dust. 


Abstracted from Statistical Bulletin, Metropolitan Life Insurance Company, 
November 1952, p. 1. by C. H. K. : 


Sanitation Short,— 


Scene: Neighborhood restaurant in New York city toward endgm Se 


of lunch hour. 
Action: Waitress carries luncheon tray to vacant table and sets™ 
out food. Returns tray to service station, then seats herself 
at table. Polishes glass carefully with napkin, frequently 


inspecting it in the light, before emptying milk from carton™ e 


into it; therafter polishes her silverware prior to starting 
to eat. 
All of us should do the same. 
Story: Customer polishing his silverware. 
Waitress: “I bet you don’t do that at home.” 
Customer: ‘No, but I don’t need to.” 


* * * 


MEETING 4 
American School Health Association and American Publi¢j 
Health Association, New York, N. Y., November 9-13, 1953. 
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